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In the USA, the Asian population grew faster than did any other racial minority group between 2000 and 2010, and is expected to increase from 4.8% in 2010 to 9.2% in 2050. 3, 4 Given this trend, cultural competence in nursing care for individuals, families, groups, communities, and institutions has had an increased focus in recent years. The United States Department of Health and Human Services Office of Minority Health defines culture as "integrated patterns of human behavior that include the language, thoughts, communications, actions, customs, beliefs, values, and institutions of racial, ethnic, religious, or social groups." 5(p.8) Cultural competence can be defined as "a set of congruent behaviors, attitudes, and policies that come together in a system, agency, or among professionals that enables effective work in cross-cultural situations." 6(p.11) In an effort to eliminate some of these challenges and to improve patients' satisfaction, healthcare facilities are employing culturally diverse staff to bridge the cultural gaps and to improve the overall quality of care. Additionally, there is a need for cultural competence training for staff and providers, in order to identify cultural beliefs that positively impact the patient's experience. Some hospitals are providing interpreter services in an effort to communicate effectively and address patients' needs and concerns while bridging the gaps in cultural diversity and improving patient satisfaction. 6 Patient satisfaction is multifaceted and a very challenging outcome to define. 7 Patient satisfaction can be viewed as an attitude, a person's general orientation towards a total experience of health. 7 Satisfaction is achieved when the patient's or client's perception of the quality of care and services that they receive in the healthcare setting is positive, satisfying, and meets or exceeds their expectations.
Psychosocial factors, including pain and depression, are also known to contribute to patient satisfaction scores. relevant. In the USA, HCAHPS is used as a survey instrument and data collection method for measuring patients' perceptions of their hospital experience and overall patient satisfaction, with scores ranging zero (low) to ten. The VPSM has six survey questions addressing access and admission, general patient information, treatment and related information, physical environment, complaints management, and discharge follow-up. In the UK, the VPSM is used for a national patient survey, with scores ranging between three and four on a scale zero (low) to five. 10 A recent VPSM report found Asian patients are less satisfied with their hospital care. 10 National HCAPHS results in the USA found that ethnic minority patients tend to have scores between seven to eight, while the general USA patient population scores range between nine to ten. 11 Several HCAHPS surveys reviewed in New York and California recognized that Chinese patients' satisfaction surveys had scores no higher than eight on the zero to ten scale.
New York City has the largest growing Asian population of any city in the USA. 12 As a result, increased numbers of Asian patients with limited English proficiency (LEP) are at greater risk for ethnic and cultural disparities while seeking medical care.
doi: 10.11124/jbisrir-2014-1742 Page 148
among the Asian population as compared to other racial groups. This raises the question of whether satisfaction survey scores below the desired nine or ten are equally or more influenced by cultural perspective than by anything missing in the patient's care.
An initial search of the literature identified six articles that evaluated the satisfaction of Asian patients' experience during their hospital stay. There was an indication that patient satisfaction is negatively impacted by multiple factors, such as patients' belief that less care is provided to them based on the number of patients their nurse is caring for, as well as the inability for patients' family to stay with them at the bedside. 11, 12 Patient satisfaction scores were low for patients who believed there was a lack of cultural communication and a lack of interpreters to communicate effectively. 13,14,15 A seminal study in Hong Kong, the first cross-sectional survey study for Asian patients, found the average global satisfaction scores for public and private hospital care were 7.3/10 and 7.8/10, respectively. 9 Liou et al. 13 found that a lack of communication, respect, and patient engagement in provider-patient relationships negatively impact patient satisfaction.
To better focus initiatives for hospitalized adult Asians, it is critical to understand the determinants of culturally and linguistically appropriate hospital services for this population. 
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Inclusion criteria

Types of participants
This review will consider studies that include Asian adults 18 years of age and older who were admitted to acute-care hospitals. In the case of studies with both Asian and non-Asian subjects, studies where the effects of an intervention or set of interventions can be specifically identified in Asian subjects will be included.
Types of intervention(s)
This review will consider studies that include any intervention or set of interventions that are implemented by the hospital for the purpose of making the hospital experience consistent with cultural 
Comparator intervention
Commonly called "usual care", those hospital practices that are initiated for any adult admission and are not culturally specific.
Types of outcomes
Satisfaction of adult Asian hospital patients as measured by self-report satisfaction scales or tools considered by accrediting and/or governing bodies to be sources of evidence of hospital quality of care. 
Types of studies
This review will first consider randomized controlled trials, non-randomized controlled trials, and quasi-experimental studies. If there is an insufficient number of randomized controlled trials, non-randomized controlled trials, and quasi-experimental studies then the review will consider before and after studies, prospective and retrospective cohort studies, and case control studies for inclusion.
This review will also consider for inclusion descriptive study designs including case series, individual case reports and descriptive cross sectional studies related to the adult Asian population in acute-care hospital settings.
Search strategy
The search strategy aims to find both published and unpublished studies. A three-step search strategy will be utilized in this review. An initial limited search of MEDLINE and CINAHL will be undertaken followed by analysis of the text words contained in the title and abstract, and of the index terms used to describe articles. A second search using all identified keywords and index terms will then be undertaken across all included databases. Thirdly, the reference list of all identified reports and articles will be searched for additional studies. The review will consider studies published nationally and internationally from in both English and Chinese languages, as these are the languages understood by the reviewers.
The search will not be restricted by date. The databases to be searched include:
Data collection
Data will be extracted from papers included in the review by two independent reviewers using the standardized data extraction tool from JBI-MAStARI (Appendix II). The data extracted will include specific details about the interventions, populations, study methods, and outcomes of significance to the review question and specific objectives. Any disagreements that arise between the reviewers will be resolved through discussion, or with a third reviewer. When articles are found to have missing or incomplete data directly relevant to the focused clinical question the authors will be contacted in an effort to obtain the necessary data. If missing or incomplete data cannot be collected, those articles will then be excluded from the review.
Data synthesis
Quantitative data will, be pooled in statistical meta-analysis using JBI-MAStARI, where possible. All results will be subject to double data entry. Effect sizes expressed as odds ratio (for categorical data) and weighted mean differences (for continuous data) and their 95% confidence intervals will be calculated for analysis. Heterogeneity will be assessed statistically using the standard Chi-square and also explored using subgroup analyses based on the different study designs included in this review.
Where statistical pooling is not possible, the findings will be presented in narrative form including tables and figures to aid in data presentation where appropriate.
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